C19lo7]0187

/ APPLICATION FORM FOR ASSISTANCE {Healthcare) 'K(%h[ka
eIl 8 SAEKA WEY - (TErg ) T
oundation
APPLICATION No. : : . . APPLICATION DATE : Building block of life.
T T 0/07[1/036( ST el Hle7/ 14 :
NAME of APPLICANT : JO AGE-YEARS #Mg-9% | SEX fiin
FEEH F AW . :
Mag( 73 M
FATHER'S/SPOUSE'S NAME:  \J »
fravages =1 ™ Hevidam _ )
PRESENT RES!DENCE ADDRESS dWH Erd™ Tl , v __ e
Uill- Dhalkurannd » Khad ey - Bahapus P
- ' veop oA
Dt —  Hadhuseg, U f)rm‘éﬁ 405
PERMANENT RESIDENCE ADDRESS : SEEE T _ q
@% 6€) Mﬁwxg,;
same  aA ahtve
OCCUPATION : ,
g M/ﬁ Y }) Ov M{\RW) / UNMARRIED (7Rrfeei)
TOTAL ANNUAL INCOME : (Attach Proof of income}
Exl aiffF g M 9 (319 =1 W& He ) N ﬂ
PAN No. T @I H& )
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes/ N_-%/
T AT HE FL A 2 (S A B I R G H e e B/
FAMILY DETAILS wRar fasmum
Sr. No. Name of Famil}i.Member Age (Years) Gender Relation with Applicant
FH TE& YiER % T A L33 () . e 3 3 I Ty
7 Pran?, Oy R F
7 Koun Luah e = D, 08 H
Z &lhaso 1Y i JEE i &
i Modunh 70 i &
(51 Had te) ™M “5N
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
wera % fod fofy smm
BPL Card EWS Certificat Ration Card
{Attach Card Copy) {Attach Certeiﬁct:;?g gopy] (Afa‘ggﬁ Cglr“"} Eﬁ;}i(s%ﬁ;f
e @ % A e o Seq 3 T e o IO T o
(ST T FY B W g = (WA 93 & BRn ¥ Wew s (T A w P W Waw w
“PURPOSE” for REQUESTING ASSISTANCE:
e v TR T fadt @ egdva:
Sr. No. Medical Reports/Prescriptions Attached
U HE I/ W SR F1 W Wi g g
RE — AMSC
LE 2 T MHASC
ZTN
Suxgerte -~ — {G) STCS+ JOL
Y NS
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
| W IV T 0 FE I wewd TR o v @ e T w
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Eniktel ¥R T w1 AW o T wErE e
4 SCEAH j




DECLARATION by APPLICANT: 3TeR& BRI HEw T4

1 I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if anyy
liable for rejection/cancellation.

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was requested by me.

or which this assistance is requested.
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3) | hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other source/employerfinsurance company, of the amount
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AGREEMENT by APPLICANT (arase BRI %)

1) By, affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Feundation and it's Trustees to
use;pﬁbiisha‘put—bpfrepradhce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activitiesfachievements; Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose’
for which assistance i5 being requested. )

2) | (Applicant) further agree that any such use of my name, address, photo & details of the "purpose”, for which such assistance is requested/granted,
will not automatically entitle me far receiving or continuing the said assistance. The decision for granting and/for continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (®wart g/ FAR)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's autcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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